Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possib‘le dental care. To help us meet all your

dental healthcare needs, please fill out this form completely in ink. If you have any questions Patient #
or need assistance, please ask us - we will be happy to help. SS#/SIN
7 ® Date
OFTNATIOM (CONFIDENTIAL) Paionsser OF  On
Name Birthdate Home Phone i
State/ | Zip/
Addbress City Prov. R%.
Email Cell Phone
Do you prefer to receive calls at your: (] Home U] Work L] Cell Phone
Check Appropriate Box: [Minor [JSingle [IMarried O Divorced [0 Widowed [ Separasted y A .
4 tat 1t
If Student, Name of School/College City r0V. O Time O Time
Patient or Parent/Guardians Employer Work Phone i
. State/ Zipl
Business Address City Prov. P.%.
Spouse or Parent/Guardian’s Name _ Employer Work Phone
Whom may we thank for referring ylou?
Person to contact in case of emergen‘cy Phone
o
Responsible 1
L Relationship
Name of Person Responsible for this/ Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate Financial Institution
Employer Work Phone SS#/SIN.

Is this person currently a patient in our office? [ Yes

For your convenience, we offer the following metho

UNo

ds of payment. Please check the option you prefer. Payment in full at each appointment.

U Cash U Personal Check Credit|Card LJVISA [ MasterCard L11 wish to discuss the offices payment policy.
(2]
Insurance Inmform ation
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
. State/ Zi
Addpress of Employer City TOV. P
Insurance Company Group # Policy/ID #
. Stateé/ Zip/
Ins. Co. Address City Prov. P.pC .
How much is your deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? (] Yes UNo IF YES, COMPLETE THE FOLLOWING:
Relationshi |
Name of Insured toeP%ﬁggqnﬁt ! ;
Birthdate SS#/SIN Date Employed '
Name of Employer Union or Local # E%E/Phone 77 ,
Address of Employer City Prov. __ PC.
Insurance Company Group # Policy/ID # _
. State/ Zl%/
Ins. Co. Address City Prov. PC.

How much is your deductible?

How much have you used?

Over Please

Max. annual benefit




Patient Medical Histor

Physician Office Phone _ Date of Last Exam
Yes No Yes No
1. Ave you under medical treatment NOW? ..........cocoeevevereveeerennn.. O g 10. Are you weqring contact lenses? ........ e s
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? ... [] [ Local Anesthetics (e.g. NOVOCGIN) ...boccoveecovevccoercne 0 O
If yes, please explain Penicillin or any other Antibiotics.......coevererrerrerrevenennnnne. O O
_ Sulfa DIUES .o, T % %}
3. Are you taking any medication(s) Barbiturates ...
inch}tldin non%preg]cripﬁon LTz Tor T 0 d SEAALIVES . csre.isissssssirismmssmrmsrsrossssssmms possssssesscsssassssssessasass 0 O
If yes, what medication(s) are you taking? IOGINE oo e O o
ASPITIN oot esss oo b seeseessee s O Od
4. Have you ever taken Fen-Phen/Redux? .........ooveeoreveesveesrersron.. O Od Any Metals (e.g. nickel, mercury, etC.) ...........owcvvevcvreece. 0 o
5. Haveyou ever taken Fosamax, Boniva, Actonel or any cancer Latex Rubber ................................................................... D D
medications containing bisphoSphonates? ... 0o O Other___ - -
6. Have you taken Viagra, Revati, Cialis or Levitra 12. Doyowhave u persistent cough.or ‘h.”’“ demmgst
in the}iast 24 hours.ﬁg’t..,. ........... SO 6 T O Od associated with a known illness (lasting more than 3 weeks)?.. [ [
bacco? 0O 0O 13. Women Only:
7. D0 yOou USe toDACCO? ..o a) Are you pregnant or think you may be pregnant?....... 0O 0O
8. Do you use controlled substances? | b) Are you nursing? ..........cooeu........ OJ
9. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? O]
Yes No Yes No No
High Blood Pressure ................ (J O  HeartDisease ... J O  ChestPains... O
Heart Attack ........... O O Cardiac Pacemaker .................... O O Easily Winded|.... O
Rheumatic Fever O O Heart MUIMUT ..., O O Stroke ........... O
Swollen Ankles ..o U O  Anging ... .. J [0  HayFever/All O
Fainting / Seizures . O [0  Frequently Tired O 0O  Tuberculosis ... UJ
ASthIG oot O O ANCNIG. ..o, O O Radiation Ther, ]
Low Blood Pressure ... - O O EMPRySemMa. .....oceeeveerveeeerenenn. O O Glaucoma ..... O
Epilepsy / Convulsions ............... 0O 0 CANEET suvesimmmivsssssisinivissrmmnsmssmseres O O Recent Weight ] -~ d
Leukemid .......ococvomreremerenriann. O O ATTRTILS oo - O O Liver Disedse .........cccccoovrereereunn.. 0 O
Diabetes ............ O O Joint Replacement or Implant ...... g d Heart Tiouble Lol s O O
Kidney Diseases (0 [  Hepatitis / Jaundice o............ ] Respiratory Problems .... -0 O
AIDS or HIV Infection ................ O O Sexually Transmitted Disease ..... O O Mitral Valve Prolapse .................. O O
Thyroid Problem ... O O Stomach Troubles / Ulcers ... O] Other O O
ratient Dental [ E@@@@
Name of Previous Dentist and Location, ‘ Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ..................... g O 8. Do you have frequent headaches? | O O
2. Are your teeth sensitive to hot or cold liquids/foods? .............. [] [ 9. Do you clench or grind your teeth? O O
3. Are your teeth sensitive to sweet or sour liquids/foods? . 0 O 10. Do you bite your lips or cheeks fre 0O
4. Do you feel pain to any of your teeth? .........ccoovoe...... - g 11. Have you ever had any difficult ex
5. Do you have any sores or lumps in or near your mouth?.......... O O N the Past?.......cccoveveerveverrreennns O O
6. Have you had any head, neck or jaw injuries?........................ O O 12.Have you ever had any prolonged I
7. Have you ever experienced any of the following following extractions? ... 0O
problems in your jaw? .13. Have you had any orthodontic trec . Od3d
CHEMING. wuctucssessssorsissssistssiaonsessonssssosnrassesmasmsabons dssssssasssstasn O 14. Do you wear dentures or partials? O d
Pain (joint, ear, side of face) ... OJ If yes, date of placement
Difficulty in opening or closing O 15. Have you ever received oral hygiene instructions
Difficulty in CheWing ......ovoeeveeveeerecseeeeeeeeeeeseeeee e U regarding the care of your teeth and gums? ................. O Od
I I o 16. Do you like your smile?................ OO
Aunthorization and Release
Payment is due in full at the time of treatment unless prior arrangements have been approved.
This office accepts insurance, I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable
to me. [ understand that I am responsible for all costs of dental treatment. I hereby authorize release of any information, including the diagnosis and
records of treatment or examination rendered to my insurance company.
Iunderstand that the information that I have given today is correct to the best of my knowledge. I also understand that this nformation will be held in
the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform any
necessary dental services that I may need during diagnosis and treatment, with my informed consent.
X
Signature of patient (or parent/guardian i 1071) / Date
g A N
~ PATTERSON OFFICE SUPPLIES 1.800.637.1140 064-4848/17005




%

YOUR DENTAL INSURANCE IS YOUR RESPONSIBILITY...BUT WE CAN
HELP...Regardless of what we might calculate as your dental benefit in dollars, we must
stress the fact that you the patient are responsible for the TOTAL TREATMENT FEE.
As a courtesy to you, we do accept assignment of benefit payments from most insurance
companies. This will reduce your immediate, out-of-pocket expenditures. Any estimate
our office gives is based on limited information obtained from yeur insurance company.

We allow 60 days for your insurance compan& to make payment. AFTER THIS TIME,
ALL INQUIRIES (FOLLOW-UPS) ON PAYMENTS DUE BECOME YOUR
RESPONSIBILITY.

Please sign below to confirm acceptance of your financial responsibilities.

Patient’s/Guarantee’s Signature Date

PRUIQUTHL LTIV LITT DIV LU (]




Hooper Family Dentistry, Inc

'5148 Airline Drive
Bossier City, LA 71111

! (318)742-2272

NOTICE OF PRIVACY PRACTICES ACK

| understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"), | have certain rights to

Hooperfamilydentistry.com

hooperfamilydentistry@gmail.co

NOWLEDGEMENT

privacy regarding my protected health information. | understand that this information can.and will be used:

- Conduct, plan and direct my treatment and follow-up
may be involved in that treatment directly and indirectly

- Obtain payment from third-party payers

:famong the multiple healthcare providers who

i

- Conduct Normal healthcare operations such as qualit)[' assessments and physician certifications.

| have received, read and understand your Notice of Privacy Practices, coétaining a more complete description of the

uses and disclosures of my health information. | understand that this organ
Privacy Practices from time to time and that | may contact this organization
current copy of the Notice of Private Practices.

Hooper Family Dentistry
5148 Airline Drive
Bossier City, LA 71111

ization has the right to change its Notice of
at any time at the address below to obtain a

Alternative Contact/Preferred method of C

We at Hooper Family Dentistry take your dental confidentiality very seriously
without your written authorization.

This authorization allows our staff to speak only with an individiual(s) you de

receive phone calls or you have an adult member that helps coordinate your

doctor.

As part of our Patient Privacy Policy, we will no leave any dental information v

authorize below:

ommunication Form

N

. We will not and cannot release information

signate in the event you are not available to
‘dental care. You should not designate your

vith any other person unless you specifically
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Hooper Family Dentistry, Inc

5148 Airline Drive
Bossier City, LA 711 11

Hooperfamilydentistry.com

. (318)742-2272 hooperfamilydentistry@gmail.com

(|1 do NOT authorize to receive information; regarding my dental care

||l authorize my physician and the employée of this office to speak with:

|

Person:

L ]

Relationship:
I il

Phone Number(s):

Check all that apply:
[_| Appointments L_| AccountBill } ]_J Lab Results
| Treatment

] Test Results [_j Dental Care

Please check your preferred methods of communication:

e e

L_J Home Phone (Answering Machine) L - | Cell phone (voice mail)

L | Mail L] Work Phone
{_ | Text Message ]_] Email

Electronic Communication is my preferred method:
(OYes ()No |

(In order to electronically communicate to you or anyone you designate, we are required to have your written permission)

This authorization will remain in effect unless changed by me while | am a patient at this office. It is my responsibility to
notify this office of changes and to complete a new form.

Any problems and/or questions concerning this form are to be referred to the Hooper Family Dentistry staff.

I agree that should | desire to revoke this authorization, | will give written notice.

Signature: ! Date: [ l

Response Date: \ W
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